No. 2 came as an out-patient at another hospital, complaining of sudden alterations in his voice which he said had been weaker since the symptom had developed. There was a small pedunculated growth just below the anterior commissure, which could be seen every now and then to come up and be grasped between the cords." Communication from Dr. J. Nouailhac, of Brive, Bordeaux " Mons. D. (pharmacist) had been in good health before the war; no syphilis or tuberculosis. During the war he was gassed on several occasions, and in particular during 1917 at Verdun (mustard-gas, arsine), following which he was a month in hospital. Since the war he has been always fragile, catches cold readily, the voice is always hoarse; he suffers from hawkings and distressing attacks of cough. In 1920 he was given a pension for catarrhal rhinitis, laryngitis, and a cyst of the epiglottis, consecutive to gassing. First seen in April, 1928. The vocal cords were a little red, with some interarytenoid infiltration. A little tumour the size of a pea, sessile, of rosy colour, and soft consistence was found in the right glosso-epiglottic recess. It has been under observation since that time, but has remained quite stationary, and since it has caused no symptoms, has not been submitted to operation. Its histology remains therefore unknown, but the appearance closely resembles that of a nasal polypus."
No. 2 came as an out-patient at another hospital, complaining of sudden alterations in his voice which he said had been weaker since the symptom had developed. There was a small pedunculated growth just below the anterior commissure, which could be seen every now and then to come up and be grasped between the cords." Communication from Dr. J. Nouailhac, of Brive, Bordeaux " Mons. D. (pharmacist) had been in good health before the war; no syphilis or tuberculosis. During the war he was gassed on several occasions, and in particular during 1917 at Verdun (mustard-gas, arsine), following which he was a month in hospital. Since the war he has been always fragile, catches cold readily, the voice is always hoarse; he suffers from hawkings and distressing attacks of cough. In 1920 he was given a pension for catarrhal rhinitis, laryngitis, and a cyst of the epiglottis, consecutive to gassing. First seen in April, 1928 . The vocal cords were a little red, with some interarytenoid infiltration. A little tumour the size of a pea, sessile, of rosy colour, and soft consistence was found in the right glosso-epiglottic recess. It has been under observation since that time, but has remained quite stationary, and since it has caused no symptoms, has not been submitted to operation. Its histology remains therefore unknown, but the appearance closely resembles that of a nasal polypus."
Sir STCLAIR THOMSON said that all these laryngeal growths were very interesting. Only about 1 in 5,000 patients attending an oto-laryngeal clinic had a laryngeal tumour, therefore records were collected very slowly. In his own case he had suggested that the tumour originated from a submucous heemorrhage. These conditions might result from violent action taking place in the larynx. Perhaps Mr. Watson-Williams might like to look up Sir Felix Semon's cases of heemorrhage of vocal cords simulating malignant disease.
The Use of Avertin in Oto-Rhinology, By W. S. THACKER NEVILLE, F.R.C.S.Ed. AVERTIN, a simple organic compound of bromine, was first made in Germany in 1926, where it was seen in December, 1927, by Basil Hughes, of Bradford, who was largely instrumental in introducing it to this country.
I have used avertin in twenty-eight cases. In only one case did I get complete ansesthesia without local or general ancesthesia. The solution can be given by a nurse or family doctor in the patient s room or in the patient's own home before entering the nursing home. After an interval of between thirty and sixty minutes, a local anesthetic consisting of novocain 0-125 grm., potassium sulphate 0 -1 grm., normal saline 25 c.c., has to be injected or ether has to be administered, for I have not aimed at complete anesthesia with avertin. Avertin in safe doses is not an anasthetic-it is a basal narcotic. When ether was employed the patient was unaware of its administration. Furthermore, so little ether was necessary that the after-effects were over before the patient recovered from the avertin. My method of preparing the patient and the solution was as follows The evening before operation, the patient was weighed after his bath and then an enema was administered. On the morning of the operation, morphine gr. 1 or X was given half an hour before the avertin was injected.
The table issued by the makers was consulted and on this chart opposite the patient's weight, was found the number of c.c.'s of fluid avertin and the amount of distilled water that was to be added. The amount to be given is calculated in this table on the basis of 0 1 gramme per kilogramme of patient's weight (1 cm. of avertin fluid corresponds to 1 grm. of avertin powder). The amount of the distilled water was measured out and was heated in a flask to body heat. The avertin fluid was now measured out and added to this flask. The fluid, which is oily, was mixed with the water by shaking the flask vigorously. To prevent cooling, we generally held it under the hot tap as we mixed it. When mixed, 5 c.c. of the fluid was poured into a test-tube and one drop of Congo red was added. If the colour was pink, the mixture in the flask was at once handed to the nurse who injected it into the rectum through a thin rubber tube. If the reaction with Congo red resulted in a blue colour, the fluid would be rejected.
Almost immediately after the injection, the patients became unconscious, though they did not lose their reflexes. In order to avoid the danger of the jaw falling back, a clip was inserted into the tongue and the patient was watched by a nurse. As most of the operations have been performed under local anesthesia, instead of ether, in addition to the avertin, we let an hour elapse before the patient was brought to the theatre. It takes from twenty to thirty minutes for the anaesthetic to act fully and then the effects will last from two to four hours. Even after an hour the pharyngeal reflex is still present and so it is necessary to insert an intranasal or postnasal plug, as otherwise the blood falling back into the pharynx will make the patient cough and become restless. The insertion of the postnasal plug disturbs the patient too much, so I now employ an intranasal plug of gauze. The retention of the cough reflex is an advantage in that, with the addition of ether, a tonsillectomy can safely be carried out, without incurring the danger of aspiration of the blood. Before the postnasal plug was inserted, each nostril was aneesthetized by three cotton-covered probes dipped in cocaine mud.
In a case of a Caldwell-Luc operation, the field of operation was anBesthetized with the local antesthetic mentioned above. During the operation the patient was sometimes slightly cyanosed, and respiration was shallow, the rate being increased. The blood-pressure fell, and, therefore, when the operations had been completed, lobeline and ephedrine were injected. The lobeline caused the patient to breathe deeply, whilst the ephedrine raised the blood-pressure. In our early cases we washed out the rectum when the operation was completed, but in one case the wash-out evidently distributed the avertin more widely, as the patient, after awakening, passed into a deep sleep for about six hours; so in other patients we merely passed a rectal tube, and latterly we have even given this up as we found the patient usually awakened two or three hours after the rectal administration.
The great advantage of this anaesthetic is that the patient, no matter how restless, knows nothing of the operation, and, at times, nothing of the after-effects.
The disadvantage of employing this form of basal narcosis with local anaesthesia is that the patient becomes restless, moving the hands and legs if he feels the slightest pain. So one must anaesthetize the nose more thoroughly than in the usual form of narco-ansesthesia which I employ-namely, " twilight sleep." While the nose is being anesthetized the patient moves his hand from side to side. Thus in performing an operation under surface anesthesia, one must have a nurse to fix the head and another to watch and possibly control the arms and legs.
When one employs novocain infiltration, as in the case of a Caldwell-Luc operation, the patient remains quiet during the whole operation. Ether was administered to four patients: two were to undergo tonsillectomy, one a double mastoid operation, and one a child, aged 12-an intranasal operation. A boy, aged 8, who was said to require tonsillectomy, refused to open his mouth when he was being examined. However, as the tonsillar cervical glands were large and the tympanic membranes retracted, we decided to remove the tonsils. He refused to go to the nursing home or allow a nurse to approach him, so I prepared the avertin and gave it in a " thermos " flask to the family physician, who injected it into the rectum whilst the boy was in his bed. The child fell asleep in three minutes, and was then driven to the nursing home and anesthetized with ether. On waking hours later,Ahe wanted to know how he had got to the nursing home without crying.
A man, aged 27, who dreaded tonsillectomy and postponed it for two years because of his fear of the anaesthetic, faced the operation cheerfully when avertin was offered. On a child, aged 12, I performed a submucous resection of the septum, middle turbinectomy and intranasal opening of both the maxillary sinuses. After the nose had been cocainized, a small quantity of ether was administered, but during most of the operation I worked without the aniesthetist. When the patient became restless, the anasthetist stepped forward and allowed the patient to inhale ether. The operation was almost bloodless, and thus differed from those which I have performed under full anaesthesia where the bleeding demanded repeated sponging. Probably we all prefer chloroform if a general anaesthetic is employed in nasal operations. Avertin avoids the necessity of employing chloroform and so allows one to use ether and inject adrenaline with safety.
The one patient who was operated on without local or general anaesthesia was aged 58. He had a large carcinoma on the lateral wall of the laryngo-pharynx. After receiving avertin he became cyanosed and his breathing was very sballow. I performed tracheotomy, removed the ala of the thyroid cartilage, and opened the larynx and pharynx. I inserted twelve needles of radium into the growth. The operation lasted two hours. The patient recovered consciousness three hours after the administration of the avertin. He would not cough and his breathing was laboured. He complained of epigastric pain and died sixteen hours after the completion of the operations. This case shows that in cachectic patients, the weight is not the only guide for dosage, but when the general condition is poor, the dosage must be reduced and the fractional method as adopted by Morrin and Hirsch must be employed.
This case also shows that avertin is contra-indicated in all laryngeal operations, as the patient would not cough even after he had recovered from the avertin.
To sum up: avertin is an ideal form of basal narcosis when ether is added or infiltrated ansesthesia employed. Thus it may be employed in the case of an external frontal sinus operation or a Caldwell-Luc operation in combination with local anBesthesia, or in the case of a tonsillectomy or mastoid operation, in combination with ether. It is also an ideal anaesthetic when combined with ether in the case of an intranasal operation on children under 14, in whom, I believe, morphine and scopolamine are contra-indicated on account of the excitability produced by the scopolamine.
Avertin is unsuitable when one merely employs surface anaesthesia and so should not be used for septum, ethmoid, sphenoid or intranasal maxillary sinus operations, all of which can be quite well carried out with morphine and scopolamine and local anaesthesia.
Di8cUs8ion.-Sir STCLAIR THOMSON said he was surprised to hear Mr. Thacker Neville use the term "ideal" in recommending this substance, as he (the speaker) would have thought, after all the "wild excursions and alarums " recorded, that the paper was written to warn laryngologists off avertin ! It was difficult to know how much in these cases was due to the avertin and how much to the variegated mixture of other drugs used at the same time.
It might be very well to keep the cough reflex in check for a little while, but to have the patient unconscious for two hours and sleepy for three days was something to be strenuously avofded in laryngeal surgery. He was not altogether prejudiced in this matter, for his colleague, Mr. Lionel Colledge, had tried and abandoned avertin. The danger was the absence of reaction in these patients. The long period of unconsciousness would certainly result in a heavy death-rate in laryngeal surgery.
Dr. LESLIE POWELL said his anesthetist had used avertin for a few of his cases, and he (the speaker) had been anxious about it. In the first of these, although the operation was a simple one, the case had ended fatally from sudden respiratory failure about six hours later. Since then patients had been carefully watched. There was nobody watching this patient at the moment and she died. Resuiscitation was said to be easy if attention was given at the first sign of respiratory failure, but this might happen many bours after the operation. He did not regard avertin as a safe anesthetic.
Mr. V. E. NEGUS said he had not had personal experience of avertin because by using morphine and scopolamine and nerve blockage by wool-tipped probes passed up to the region of the nasal nerve and spheno-palatine foramen, it was possible to perform such operations as ethmoidectomy with the patient still carrying on a conversation and keeping quiet. It was hopeless to attempt any intranasal operation if the patient was restless and constantly moving about. It was difficult to see what were the advantages of avertin for these operations.
Mr. THACKER NEVILLE (in reply) said he agreed with Sir StClair Thomson that avertin was not suitable for laryngeal cases. He had already emphasized-in his comment on the last case recorded in his paper-the important point that this anesthetic was contraindioated in all laryngeal operations. Even for ordinary nasal work he preferred morphine and scopolamine and block anesthesia. The only cases in which avertin was desirable were those in which one could use ether or infiltration anesthesia.
Its chief value was its psychological effect on adults and it was useful in operations for sinusitis in children. He had given xnorphine and scopolamine to children under 14, but they had got out of bed and torn up the sheets. For children addition of ether was advisable.
